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Background: Perinatal and postpartum depression (PPD) has a diagnosed prevalence of 1020%. Experts theorize that up to 60% of women experiencing PPD do not seek help. Mental
depression carries a negative stigma in western culture and medicine. It is however, both a
natural occurrence and physiologic disorder. If unaddressed, depression can become a severe and
dangerous condition for both women and their children. The transition to motherhood presents
with multifactorial influences such as hormonal, physical, and mental changes. Pregnant women
in particular, who are experiencing a change in hormonal status, sleep pattern disruption, and
personal role identity are at risk for PPD. Research supports that midwifery education that
includes mental health complexity and screening implementation has the ability to prevent and
decrease the prevalence of PPD.
Purpose: To determine if midwife provider education and screening can decrease the prevalence
of perinatal and postpartum depression.
Results: The Midwifery Partnership Model is utilized as the framework for this literature review
of 25 studies. Research indicates that there is a clear understanding of risk factors associated with
PPD and that when midwives are trained how to identify risks, screen for PPD and facilitate
resources, the prevalence is decreased by 40%.
Conclusion: When educated about mental health complexity and trained in effective screening,
midwives have the ability to partner with women during pregnancy to identify and prevent the
negative influences that increase the risk for PPD. Screening tools, therapeutic communication
and intervention, along with identifying social support structures for women and their families,
contribute to increased mental wellness and wellbeing for women and their children.

Implications for practice and research: Research strongly supports that midwifery education
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curriculum should include fundamental mental health complexity, screening tool
implementation, and basic person centered counseling. Universal screening for PPD is
recommended as a standard of practice for all primary maternity care settings. Integrative mental
health collaboration among practitioners benefits patient outcomes. Further research
investigating the implementation of midwifery led counseling therapy is needed for systematic
practice integration.
Keywords: Postpartum depression risk factors, maternal-infant dyad, maternal social support,
perinatal and postpartum depression, provider psychiatric education and training, screening and
prevalence, Postpartum Depression Screening Scale (PDSS), Edinburgh Postnatal Depression
Scale (EPDS) and midwives as feminist praxis.
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Depressive disorders are mental disabilities that affect the quality of an individual’s life,
influencing their capacity to function, impacting family, relationships and society at large.
Depression is commonly untreated, affecting millions of individuals in the United States (Siu et.
al, 2016). In a recommendation statement from the US Preventive Task Force (USPTF)
Screening for depression in adults., Siu et. al., (2016) state that depression is a leading cause of
disability for individuals older than 15 years of age. It is also more prevalent among women than
men with an increased risk for major depression during childbearing age (O’Connor, Rossom,
Henninger, Groom & Burda, 2016). Collective clinical reports, government surveys and
systematic reviews support that depression is one of the most common complications of the
perinatal and postpartum periods (Gaynes et. al., 2005; Liu & Tronick, 2013; O’Connor et. al.,
2016).
The term perinatal and postpartum depression (PPD) encompasses a continuum of
differentiated psychological diagnoses determined by severity and onset. Perinatal depression
(during pregnancy) is less common than postpartum depression respectively. Postpartum
depression is categorized into minor depression, major depression and postpartum psychosis
(O’Connor et.al., 2016). Clinically diagnosed postpartum depression excludes the “baby blues”,
a common physiological response to normal hormonal shift after delivery affecting 65% of
women (Stowe, Hostetter & Newport, 2005).
The Alliance for Innovation on Maternal Health (AIM) Program supports that maternal
depression and it’s negative impact on bonding, attachment and newborn outcomes set the stage
for public and provider awareness regarding perinatal mental health, with an understanding that
it broadly impacts more than the mother alone (AIM, 2014). Rather, it is known that maternal

wellbeing determines the newborn’s ability to thrive and can impact family dynamics over a
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lifetime (McGarry et. al., 2009). With increased access to more evidence based data and public
awareness, health care will be pushed to provide better screening for factors that increase the
incidence of PPD and research will need to explore effective measures for prevention and
treatment (Sikorski, 2012).
According to a literature review and meta analysis by Gaynes et. al. (2005), previous
theory and studies proposed that education, marital and socioeconomic status or race and
ethnicity could determine the likelihood that a woman will experience Perinatal and Postpartum
Depression (PPD) but produced inconsistent findings. The predominant theme of discovery in
this review of evidence does not negate previous theory. Instead, it broadens the concept of
demographic predictors to include a more accurate and individualized screening process that
identifies women at risk for PPD. In addition, research supports the need for increased healthcare
provider training and implementation of screening tools to identify women at risk for PPD in
order to effectively facilitate a reduction in PPD prevalence.
Statement of Purpose/Research Question
The focus of this literature review is to determine if midwife provider education and
screening have the potential to decrease the prevalence of PPD. PPD is a very broad and
complex issue in global health care. To be clear, numerous research studies have discovered
multiple effective measures and therapies proven to reduce and sometimes prevent the symptoms
of PPD. However, the prevalence of PPD has not decreased over the past decade despite this
evidence (O’Connor et. al., 2016). In the United Kingdom and Australia where midwifery
practice has had a more prominent presence than in the United States, experts (Morrell et. al.,
2011) suggest that the missing link and gap in health care is connecting provider education and
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women experiencing PPD to the appropriate therapy. General practitioners (GP) and midwives
are a primary healthcare gateway to successful identification, referral and access to treatment.
Current research finds that most GP and midwives require further training on mental health

complexity in order to feel competent caring for women with PPD (Reed et. al., 2014; Morrell et.
al, 2011).
Need for Critical Review of a Nursing Problem
Perinatal and postpartum depression (PPD) is a significant public health concern with a
diagnosed and reported prevalence of 13-19% effecting women from all races and
socioeconomic status (Liu & Tronick, 2013). Additionally, qualitative studies and research
surveys provide evidence that the number of women who experience depressive symptoms
associated with pregnancy and postpartum can be three times greater than reported (McGarry et.
al, 2009). Public awareness and provider screening is an integral component to decreasing a
debilitating disorder thereby increasing maternal and family centered wellness (Siu, et. al.,
2016).
Significance to Nurse Midwifery
Women seek health care and have the most opportunity for contact with care providers
during their childbearing years. The role of the contemporary Nurse Midwife according to
Surtees (2003) is to partner with women in their healthcare. Nurse Midwives should recognize
this as an opportunity to establish a foundation of trust and praxis for each woman’s wellbeing
(Surtees, 2003). The “empowerment of women as partners in health care” is one of the core,
Hallmarks of Midwifery that supports this recommendation (ACNM, 2012).
This review of evidence strongly encourages health care providers to develop a step-bystep framework approach to identifying, preventing and treating perinatal and postpartum
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depression. This framework must be implemented with the right interdisciplinary collaboration
in order to affect a shift in practice change that supports a partnership with women as active
participants in their health care.

Due to the significant increased risk that pregnancy and childbirth impart, Sikorski et. al.,
(2012) state that the perinatal and postpartum periods are not the time for non-psychiatric
providers to ignore depression screening. An emphasis on the prevention of depression is
predominant throughout the literature, recognizing that screening is key to initiating a step-bystep approach to the process of treatment and remission (Sikorski, et. al, 2012).
Conceptual Model/Theoretical Framework
The Partnership Model, a midwifery practice theory developed by Karen Guilliland and
Sally Pairman in 1995, practicing midwives from New Zealand, has been chosen as the
theoretical framework for this literature review. The origin of this model of midwifery care is
closely tied to the political climate that directly impacted medical obstetrical practice and
women’s healthcare in New Zealand in the 1980s. A large demographic of women desired and
lobbied for a new healthcare model that empowered and facilitated their autonomy (Bryer &
Sinclair, 2011). Women’s issues were high on the political agenda at the time and maternity
consumer organizations partnered with the midwifery community to reinstate midwifery as a
professional autonomous practice (Pairman & McAra-Couper, 2006). The Partnership Model
was created in response to and as representation of this shift in women’s health care demands
and respect for their autonomy.
The five inherent principles of The Partnership Model are individual negotiation, equality,
shared responsibility, empowerment and informed choice & consent. These principles guide the
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relationship between the midwife and the woman, respecting the individual differences that each
bring to the relationship while fostering active participation (Guilliland & Pairman, 1995).
Midwifery meaning “with woman” is rooted in the art of birthing with support that
empowers women. Millar (2011), describes the midwifery model of care as “the oldest
partnership in human society”. She eloquently refers to this support as a woven tapestry,

describing the warp as “the strong supports beneath the tapestry” and the weft as “the interwoven
threads of our individual experiences and lives.” The Partnership Model is an interactive
framework that recognizes the unique relationship that the midwifery profession and women
have shared throughout human existence.
Summary
This review will explore how Nurse Midwives have the capacity to partner with women
of childbearing age to prevent and reduce the prevalence of PPD. Chapter 2 describes the
methods used for this literature review, the inclusion and exclusion criteria of the material as
well as critical appraisal of the literature for evaluating the strength and quality of the studies.
Chapter 3 provides a synthesis of the evidence with major findings and discussion of the Matrix
(Table 1) in regard to the strengths and weaknesses of the studies. Chapter 4 concludes this
review with an evaluation of gaps and trends in the literature, nurse midwifery practice
implications and recommendations for future research.

Chapter II: Methods
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This chapter will examine the process and methods utilized in the critical appraisal of
literature reviewed and synthesized for the practice question of this project. Search terms and
strategies identifying relevant research will be described. Exploration of inclusion and exclusion
criteria will be reviewed. The total and type of studies obtained will be explained. Lastly, the
appraisal method for determining the level of evidence and quality of the research studies will be
discussed.
Search Strategies Used to Identify Research Studies
The leading resources for systematic reviews in health care are the Cochrane Database of
Systematic Reviews (CDSR) and The U.S. Preventive Services Task Force (USPSTF). The
initial search terms in these databases were perinatal and postpartum depression, education,
screening and prevalence. A total of 53 reviews were found. Two systematic reviews with metaanalysis from 2016 provided the most current references with studies investigating midwife
provider education and screening related to depression in general and depression in the perinatal
and postnatal population. The references cited within the systematic reviews supplied relevant
and practical search terms used in multiple, consecutive evidence reviews performed in major
research databases including CINAHL, NCBI, PubMed, and Google Scholar. These combined
searches revealed hundreds of relevant evidence based data consistent with findings that identify
common risk factors associated with postpartum depression as well as a general consensus on the
current understanding of PPD origin and treatment among providers. However, the majority of
studies found focused on the safety of medication and treatment options for PPD.
In order to address the practice question more effectively and narrow the topic to include
PPD prevalence in relation to provider education and screening, new terms such as midwife

provider psychiatric education, provider training for screening depression, Postpartum
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Depression Screening Scale (PDSS), Edinburgh Postnatal Depression Scale (EPDS), and
midwives as feminist praxis, were utilized in an additional evidence search. The publishing date
range for this search was 2011-2016. The scholarly literature review standard according to
Dearholt & Dang (2012), define research evidence as current if it is within the most recent five
year time period. The search continued to expand on the date range of studies referenced within
references until data saturation was achieved with the most current studies for provider education
and screening. This provided a total 25 studies associated with tools developed for the purpose of
increasing the effectiveness of provider education and screening in relation to a decrease in PPD
prevalence among women giving birth.
Criteria for Including or Excluding Research Studies
Numerous studies reviewed in this evidence search were excluded because they did not
support the purpose of the practice question or were of low quality without conclusive or
applicable findings. Experimental, randomized controlled trials, quasi-experimental and nonexperimental (including qualitative research) studies comprise the different type of research
synthesized in the matrix review (Table 1). The majority of included studies are of Level II and
Level III evidence with high and good quality according to Dearholt & Dang (2012) criteria. Due
to the nature of depression and it’s unique and individual presentation, qualitative research
(Level III evidence) provides some of the most efficacious and ethical data for health care
providers caring for women with PPD. Level I evidence studies are also represented in the
synthesis with high quality findings to support the practice question and further, recommend a
practice change for the healthcare provider.

Number and Types of Studies Selected
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Hundreds of studies were discovered. The majority of relevant studies focused on
screening tools for PPD. Studies in regard to provider education were limited and more difficult
to find. Research studies were selected in regard to topic relevance, level of evidence, and
quality.
Criteria for Evaluating Research Studies
The John Hopkins Nursing Evidence-Based Practice: Model and Guidelines was used to
evaluate the research studies in this literature review (Dearholt & Dang, 2012). According to the
John Hopkins Model, studies are evaluated using the Evidence Level and Quality Guide.
Evidence Level I research studies consist of experimental studies, which are either randomized
control trials (RCT), or systematic reviews of RCTs with or without a meta-analysis. Evidence
Level II research studies consist of quasi-experimental studies, which are a mixture of RCTs and
quasi-experimental studies with or without meta-analysis. Evidence Level III research studies
consist of non-experimental studies, qualitative studies, or a mixture of RCTs, quasiexperimental and non-experimental studies with or without meta-analysis. Evidence Level IV is
literature composed of respected authority opinion such as clinical practice guidelines or
consensus panels based on scientific evidence (Dearholt & Dang, 2012).
After determining the Level of Evidence for each study in the matrix, the Quality Guide
is used to rank each study as either High, Good or Low quality. A research study is measured
high quality if it has an adequate subject size, good control, consistent findings and conclusive
results that can be generalized. Research studies are measured good quality if there is a suitable
sample size, some control, with reliable outcomes and fairly definitive conclusions. Research

studies are considered low quality if there is inadequate sample size, minimal evidence and
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inconsistent results (Dearholt & Dang, 2012).
Summary
The inclusion of 25 research studies in the final matrix review (Table 1), provide a
thorough evaluation of the evidence. Research supports that provider education entailing the
complexity of mental health issues coupled with evidence based screening tools, when
implemented effectively by healthcare providers can reduce the prevalence of PPD. This chapter
discussed the evidence search process, study inclusion and exclusion criteria as well as the
method of appraisal used to determine the level and quality of the research.

Chapter III: Literature Review and Analysis
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This chapter will discuss the synthesis of major findings from this exploratory literature
review. To review and clarify, a large body of research is available regarding numerous
modalities and treatments that have been proven to decrease PPD after diagnosis. The purpose of
this practice question is to evaluate whether midwife providers specifically, within their unique
role and partnership with women, can decrease the prevalence of PPD when educated on PPD
complexity and efficacious screening tools.
Synthesis of the Matrix
A total of 25 studies were synthesized in the matrix review (Table 1), which organizes the
literature into the following categories: Citation, purpose, sample, design, measurement,
results/conclusion, recommendations and level & quality. The Table 1 headers titled I. Provider
Education (13 studies) and II. Provider Screening (12 studies) further organize the studies to
support the major components of the practice question: Can midwife provider education and
screening decrease the prevalence of perinatal and postpartum depression? Title I. Provider
Education is most representative of the eleven studies in section one of the matrix review
because the title Midwife Provider Education would be inaccurate. This section is comprised of
studies investigating numerous provider specialties. There is limited research available that
focuses on midwife provider education specifically. It is important to note that the topic of
provider education crosses both sections of the studies found in this review. The eleven studies
found to address this component of the practice question include research within provider groups
such as general practice, family practice, psychiatry, social services, as well as midwifery. The
following discussion of synthesis findings acknowledges that research about provider education
overlaps both sections of the practice question. The research about provider education related to
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PPD includes curriculum standards about psychiatric complexity and risk factors and discusses
how to train providers to implement screening tools effectively.
Title II. Provider Screening of the second section of the matrix review encompasses

research literature that recommends screening across different specialties within the health care
system. Each study was individually appraised by the method, sample size, and level of
evidence, quality and findings. All of the studies in the matrix review (Table 1) are of high or
good quality. The study designs include randomized controlled trials, quasi-experimental and
non-experimental design (Dearholt & Dang, 2015). The strengths and weaknesses of the studies
will be addressed throughout the chapter as each is study is discussed.
Major Findings Associated with Provider Education
In a systematic review on the U.S. primary care management of depression, Gilbody,
Whitty, Grimshaw & Thomas (2003) found commonly used guidelines and educational strategies
to address mental health within primary care to be ineffective. This large and high quality
systematic review suggested the need for a major shift in the organization and provision of care
for mental health, requiring a significant investment in primary care education and policy in
order to meet the growing needs of individuals living with depression.
Research investigating primary care provider education offers valuable information about
effective curriculum and content as well as factors that enhance provider knowledge, confidence
and ability. Leigh, Stewart & Mallios (2006) were investigating the current state of psychiatric
training for numerous general practice groups among 1,365 trainers to include OB/GYN
residency programs and discovered that 92% of the training directors of the OB/GYN programs
believed that the mental health curriculum was suboptimal and 40% of OBGYN residencies
desired more psychiatric training. The results of this study would indicate that in order for

maternal health care providers to effectively deliver mental health assessment and care, the
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educational training for such requires further development and standardized implementation.
Almost a decade later, numerous organizations including the Center for Disease Control
(CDC), the World Health Organization (WHO) and the Institute of Mental Health (IMH) have
established position statements and global goals to address the increasing prevalence of
depression and PPD specifically. The WHO (2016), states that in developing countries the
prevalence of women with depression is 15.6% during pregnancy and 19.8% after childbirth,
significantly impacting global society.
National survey and data collection from the CDC (2014) and the Comprehensive Mental
Health Plan Agenda 2013-2020 published by the WHO after the 66th world health assembly in
2012, appear to be the start of published literature in response to large scale, public awareness of
an increase in depression prevalence. The WHO position regards mental health as a human right.
The mental health agenda includes targeted outcomes with action plans to address PPD on a
global scale among developed and developing nations. It is recommended that national health
care systems develop policies that address mental health care to include integrated information
systems and increased evidence based practice, both of which require increased systematic
primary care provider education. This fairly recent shift in public awareness is the presumed
reason for the limited current research on midwife provider specific education and it’s impact on
PPD prevalence.
Education Positively Impacts PPD Prevalence
While midwifery practice around the world is as old as time itself, the British United
Kingdom has had one of the largest documented bodies of trained midwives practicing for more
than 600 years (Ridgeway, 2002). This long standing history of midwifery care compared with

the US history of predominant obstetrical care for women over the past century would suggest
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that the UK is staged and prepared to lead the field in expert research addressing midwife
provider education curriculum that has been proven to decrease the prevalence of PPD. Associate
Professor Jane Morrell is lead in the Health Research Department at the University of
Nottingham U.K. She and her colleagues proliferate research over the last five year period
addresses the practice question of this literature review with evidence in numerous, large studies
(Brugha et. al., 2011; Brugha et. al., 2016; Morrell et. al., 2009 & Morell et. al., 2011).
These studies are the basis of and fundamental evidence for the curriculum and training
material titled Training Health‐ Care Professionals for the Assessment and Management of
Perinatal Depression and Anxiety published in 2015 for health care professionals. This body of
work provides a standard of practice to be implemented in midwife provider education programs
because it has proven to reduce PPD as well as decrease the cost of mental health care for health
care systems by way of active partnership between midwives and women.
While counterintuitive, it is important to recognize that an increase in diagnosis and
therefore incidence of PPD triggers the process and framework for decreasing its prevalence
(Jardri et. al, 2010). An experimental two part study with the purpose to improve midwife
proficiency in screening for PPD, Jardi et. al, (2010) found that when midwives were trained on
how to use the Edinburgh Postnatal Depression Scale (EPDS), the MINI-Diagnostic and Statistic
Manual of Mental Health Disorders IV (DSM-IV) and the Midwife Questionnaire (MIDQ)
effectively, early detection of major depressive episodes increased by 37%. An increase of
identified depression requires further assessment in order to connect clinical screening practice to
the appropriate care and therapy for women experiencing PPD. Increasing the detection of
depression is an important key to identifying a problem, but this study does not address the next
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step, connecting women with the appropriate therapy once identified and diagnosed. Jardri et. al.,
(2010) recognized that further longitudinal research is necessary in order to determine the
therapeutic impact this screening offers the health care model of preventing PPD and is an
example of a gap in practice where connecting provider education and screening to patient
treatment and reduction needs further research.
Addressing the above identified gap, a large randomized control trial by Morrell et. al.,
(2009) found that provider training in psychologically informed approaches can be beneficial for
the provider and reduces the prevalence of postnatal depression when implemented in a multi
step approach. First, providers were better prepared to identify postnatal depression earlier than
the control group after training on how to use the EPDS combined with clinical assessment
skills. When women were diagnosed with postnatal depression, providers then implemented the
second stage of training, which included the use of cognitive behavioral therapy and or person
centered counseling principles for an hour a week for eight weeks. These weekly sessions
provided to patients were able to decrease the prevalence of postnatal depression significantly at
six and twelve months postpartum when compared with the control group.
In addition to provider education decreasing postnatal depression prevalence, Brugha et,
al., (2011) found that provider psychological training and intervention can in fact prevent the
incidence of postnatal depression. This study conducted a major randomized controlled trial
among 101 primary care provider teams in the U.K to determine if training primary care
providers on how to recognize the signs of depression, how to develop therapeutic relationships
and how to provide psychological approaches to the management of depression could prevent
postnatal depression. This study found that women in the intervention group who screened
negative for depression at 6 weeks postpartum continued to have no signs of depression at 18

months postpartum compared to a substantially greater number of women who developed
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postnatal depression in the control group. Again, provider education and training coupled with
therapeutic partnership with women can have a positive impact on the prevention of postnatal
depression.
Burns et. al., (2013) conducted a randomized controlled trial (RCT) and feasibility study
to determine if the effectiveness of cognitive behavioral training (CBT) for providers when
implemented to women diagnosed with perinatal depression could decrease perinatal depression
prior to the end of pregnancy. This study sample of 154 candidates from a pool of more than
5,000 women in the Bristol UK midwifery service during a 2 year period found that when
midwives implemented CBT in addition to prenatal care as usual that 81% of the intervention
group did not have depression at 33 weeks gestation when compared with 31% of the control
group who received care as usual during pregnancy. This study suggests that the positive
findings from this research are feasible and should be re-trialed with a larger study sample.
Education Is Cost Effective
According to Brugha et. al., (2016) depression is a global burden of disease with great
cost for health care systems in developing and developed countries. These experts found that
historically, minimal evaluation of universal approaches for preventing depression in adulthood
have been performed due to cost and the very large study sizes needed. In response to this,
Brugha et. al, (2016) built upon previous supportive data findings from (Morrell et. al, 2009;
Brugha et. al, 2011) and performed an external pilot test to determine the feasibility of
implementing a 7-day training of CBT and person centered counseling principles for providers.
In this study experts examined the curriculum needed for health care providers including
midwives specifically, the cost effectiveness of implementing this education and care compared

with traditional approaches to perinatal care without mental health integration and found that
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PPD can be reduced as well as prevented (Brugha et. al., 2011). This provider training and
implemented therapy were found to be a cost effective with clinical and economic benefit and
therefore approved for health care system integration in place of nonexistent or minimal
traditional therapy (Brugha et. al., 2011). Also important to note in regard to the integration of
new therapeutic approaches within the primary care setting, is the fact that this study found that
women welcome and want their midwife providers to actively facilitate their mental health care.
Further research is needed to determine how implementing this new care model can be
accomplished. These recommendations imply the need to shift structure of provider visits and
time allowed or necessary in order to deliver this therapy in existing health care systems.
Keeping continuity of care would need to be considered as a factor compared with referral to
outside mental health provider versus the midwife providing the CBT therapies.
Education and Training Findings
Preparing to provide quality care to women in the maternity field requires an expansive
level of knowledge beyond obstetrics and gynecology. Many obstetricians, family practice and
midwife providers report that maternity care involves not only caring for the woman during
pregnancy but also encompasses caring for women with health conditions unrelated to pregnancy
such as chronic disease and mental health conditions that may not have been previously
diagnosed or treated. The following is a discussion about study findings that recommend the
inclusion of psychiatric complexity in student provider curriculum as well as basic therapeutic
interventions that increase provider preparedness and confidence.
Two recent studies (Higgins, Carol & Sharek 2016; Jarrett , 2014) identified specific
curriculum details to consider when developing and implementing student midwife education. As
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part of a psychological and mental health training course provided to students by Higgins, Carol
& Sharek (2016), pre-module and post-module surveys were completed to provide students
perceptions and understanding of the curriculum content. The survey findings support that

student providers who receive education about the complexity of mental health in school are less
likely to use stereotypes and labeling of women who might be experiencing depression and more
likely to implement evidence-based evaluation. In addition to developing a better understanding
of psychiatric health complexity, students were then more likely to understand that depression
manifests differently in diverse populations of women (Jarrett, 2016). This in turn proved student
midwives more likely to implement collaborative referral for women at risk. Limitations of these
studies include a small demographic of students. A larger study with more schools from different
regions would likely add more diversity to the implied necessity of increased mental health
awareness for student providers.
An exploratory study describing what it’s like to learn a new therapy technique as a
midwife provider by Reed et. al, (2014) provides substantiated evidence that basic training on
interventive counseling technique benefits both the midwife provider and the patient. A training
session on counseling intervention for midwives titled Promoting Resilience in Mothers
Emotions (PRIME) provides qualitative data for education development for midwives. This
training builds provider skill set and confidence. The tools learned for counseling women also
provide skills that prevent midwife burn out. This study suggests that skills in counseling therapy
benefit both the provider and the patient.
Education Supports Integrative Collaboration
In addition to basic education and training related to psychiatric conditions, complexity
and risk factors, research supports that integrative collaboration among provider types would

benefit patient outcome and decrease the prevalence of PPD by connecting women with the
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appropriate therapy and intervention. In Australia, a large random sample of general practitioners
(GP), Maternal Child Health Nurses (MCHN) and midwives were assessed for level of
knowledge about PPD prior to implementing a comprehensive screening program nationally.
This study found that GPs and MCHNs had a higher awareness of mental health issues that
childbearing women experience than midwives. Conversely, GPs were more likely to treat
depression with prescriptions and midwives who did recognize depression among women were
more likely to offer non-pharmacological treatment to women. This study found a gap between
provider awareness and knowledge of safety risks associated with treatments available for
women with depressive episodes and suggests that collaborative integrative standard education
among providers would benefit patients (Buist et. al., 2006).
Maternal and Perinatal Partnerships in Mental Health (MAPPIM) is an example of
collaborative efforts to recognize and prevent PPD. Ross-Davie, Elliott & Green (2007) found
that a study evaluating a training day program for midwives and obstetricians improved
midwifery skills and promotes the integrative collaboration between midwives and obstetricians.
British collaborative perinatal mental health initiative was created in response to the national
report that maternal psychiatric disorders were the leading cause in maternal death according to
the Confidential Enquiry in Maternal and Child Death (CEMCD) 2004 report. A study day
training program was developed for the purpose of enhancing provider skills and awareness of
perinatal mental health in effort to decrease maternal mortality rates. This program proved to
benefit midwives knowledge and promote interdisciplinary collaboration.

Major Findings Related to Provider Screening
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Several screening instruments have been developed worldwide to facilitate obstetrical
professionals in the triage of mental disorders during pregnancy (Quispel et. al., 2015). Most
instruments show limitations in diagnostic coverage. A commonly used instrument like the
EPDS has a narrow focus on the most common mental disorders such as depression and anxiety.
These instruments fail to triage potential mental disorders beyond depression in pregnancy as
well as comorbid conditions such as insufficient social support and substance use both of which
are claimed to be strong independent co-predictors for mental disorders but are rarely
incorporated in screening or triage. In a large validation study with a diverse demographic of
urban women, Quispel et. al., (2015) determined that two forms of screening are recommended
for effectively triaging a woman’s risk for both mental disorders and comorbid conditions in
addition to depression during pregnancy.
For valid detection of the full spectrum of common mental disorders during pregnancy, at
least the intermediate set of five psychiatric items should be implemented in routine obstetric
care. In addition to the EPDS, five psychiatric factors should be asked and evaluated in order to
determine mental disorders beyond depression that can be exacerbated during pregnancy to
include ever experiencing a traumatic experience, a depressed mood, panic attacks and current
psychiatric symptoms such as depression or anxiety.
For a brief yet comprehensive triage, three high impact psychosocial items should be
added as independent contributors to assess for a comorbid disorder with depression. In addition
to the EPDS, providers should ask the patient about alcohol consumption, history or present
physical or sexual abuse and whether the pregnancy was planned or unplanned. The researchers
of this study suggest that despite the valid and discriminating triage tools proven effective, 23

women with current mental disorders were missed. Quispel et. al., (2015) theorize that these
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women are likely to have limited insight into their illness, because all 23 responded negatively to
the question about having current psychiatric symptoms. According to Quispel et. al., (2015):
Three out of five women with a current eating disorder, and two out of eight women with
a current psychotic disorder were missed by the triage model, indicating a low sensitivity
for these types of disorders. Seven out of the 23 missed cases included first onset of
psychiatric disorders in women of moderate to high education from a Western origin,
without a psychiatric history and without any psychosocial stressors. Two of these
women reported fetal loss or previous miscarriages as reasons for their anxiety disorder.
This stresses the importance of special awareness of the psychiatric consequence of
previous adverse pregnancy outcomes.
Most of the major findings related to provider screening in this synthesis review are well
summarized in the above study. Efficacious screening requires the provider to have the ability to
clinically assess which screening tool is going to be the most effective for the patient being
triaged, keeping in mind that sensitivity is more important that specificity as further developed in
the following section. Lastly, providers who partner with women have the potential to identify
unique role transitions for women as they enter motherhood. For example, the first time mother
or mother with a previous loss would require different levels of support and resources based
upon their individual strengths and experience. When midwives deliver person centered support,
it has been proven to increase the woman’s coping skills and decrease PPD (DelGrande, 2014).
Screening Sensitivity is More Important than Specificity
According to the American Psychological Association (2015), sensitivity refers to a
screening tool’s capacity to correctly detect patients who have the condition screened for. The
sensitivity of a test is the proportion of people who test positive for the disease among those who
have the disease. Specificity relates to the screening tool’s capacity to correctly detect patients
without a condition. Specificity of a test is the proportion of healthy patients known not to have
the disease, who will test negative for it.

The following three studies by Chaudron et. al., (2010); Connelly et. al., (2013), and
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Tandon et. al., (2012) support the importance and effectiveness of sensitivity screening for
depression among Latina, African American, and low-income, urban women. In the study by
Connelly et. al., (2013) when postpartum depression was identified, the co-occurrence of
intimate partner violence (IPV) or substance abuse was found to be 37% among a large random
sample of Latina women from 10 different community clinics in San Diego. These findings
suggest that women who screen positive for depression should then be screened for the cooccurrence of IPV and substance abuse in order to facilitate efficacious resources and treatment.
Tandon et. al., (2012) report that the EPDS, Center for Epidemiologic Studies Depression Scale
(CES-D) and the Beck Depression Inventory II (BDI-II) tools were highly accurate in identifying
minor and major depression among African American women and discovered that with
proficient sensitivity, 28.4% of African American women in this study were experiencing major
depression. The EPDS, BDI-II and PDSS have also been proven as accurate and sensitive
measurement tools to the demographic of low-income urban women (Chaudron et. al., 2010).
Screening Tools Proven Effective
The most commonly used screening tools utilized in the studies throughout this literature
review include the Edinburgh Postnatal Depression Scale (EPDS) and Beck Depression
Inventory II (BDI-II). Additional research by Bicking Kinsey, Baptiste-Roberts, Zhu & Kjerulff
(2014) has investigated the modification of the postpartum bonding questionnaire (PBQ) for
repurpose because it is very long and time consuming. In a two part, cross sectional study
interviewing more than 3,000 women it was determined that a (S)hortened SPBQ-10 was just as
effective as the older and longer version. The SPBQ-10 effectively identified emotional and
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psychosocial factors that impact maternal infant bonding and was found to be less cumbersome
to administer for the provider and patient.
Tebbe, Terluin & Koelewijn, (2013) found that a primary care psychological evaluation
tool is valid for midwifery practice assessment of pregnant women. This was a cross sectional

study among 15 primary midwifery practice in the Netherlands. The Four-Dimensional Symptom
Questionnaire (4DSQ) is a commonly used instrument in Dutch practice to assess for level of
distress, somatization, depression and anxiety. The narrow demographic of participants in this
study presents a limitation, but the significance of this tool is that it evaluates for anxiety as well
as depression unlike many traditional tools such as the EPDs and PPDS that do not account for
the co-occurrence of anxiety.
Screening Identifies Modifiable Risk Factors
The following studies provide evidence to recommend that providers assess for
modifiable risk factors in the antenatal period. Identifying risk factors that can be addressed with
education, accessible resources and behavior during pregnancy, has proven to prevent and reduce
the occurrence of perinatal and postpartum depression. Examples of modifiable risk factors
include diet, personal behavior and lifestyle choices and social support structures.
A large, prospective, randomized-control trial found a strong association between iron
deficiency anemia (IDA), depression, stress and cognitive functioning in postnatal women living
in low-income communities. Beard et.al., (2005) strongly recommend routine postpartum
screening for iron deficiency anemia (IDA) in low-income populations. This screening is
associated with increased identification of women at risk for PPD and can be prevented when
supplemental iron is prescribed and provided for the patient and fetus.
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Goyal, Gay & Lee, (2009) found that sleep deprivation accounted for 13-16% of PPD and
that 28% of these women had depressive symptoms during the third trimester. This study
discusses the significance of sleep hygiene and the importance of healthy sleep habits. Goyal,
Gay & Lee, (2009) recommend that providers screen for sleep assessment during the antenatal
period because earlier screening was found to positively impact the prevalence of PPD. Teaching
directed toward the correction of sleep deprivation supports pregnant women to learn how to
modify sleep habits and develop effective coping skills.
According to McGarry et. al., (2009), 14.7 % of women in this study reported
experiencing symptoms of PPD and 60% of these women did not seek help. Socio-economic
demographics do not predict likelihood to seek treatment for PPD. Nonwhite women and women
with history of abuse were least likely to seek help. A call for public health awareness and
collaborative effort among providers is needed. Establishing referral services and resources for
women is a key element in screening and treatment for PPD.
Social support has been studied extensively and is well known to have a direct impact on
a pregnant woman’s experience. A lack of social support is associated with poor outcomes for
the mother and the baby (Goyal, Gay & Lee, 2009). Poor marital satisfaction identified in the
antenatal period is a significant predictor of PPD. In addition to assessing each woman’s
relationship satisfaction, Anding et. al., (2015) have found cause to explore any history of
depression in the pregnant woman’s partner. Midwives in community practice in Germany have
begun to routinely assess for a history of depression and potential for depression in each
woman’s partner because they found a significant association between the mother’s experience
of postnatal depression and their partners experience of depression as well. Intimacy and sexual
functioning are significantly affected by the physiologic, hormonal and emotional changes that

pregnancy entails. Yee et. al., (2013) found that depression and exclusive breastfeeding are
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associated with poor and decreased postpartum sexual functioning. The research from this study
recommends that providers routinely offer counseling and education about anticipated changes
that will challenge couples to find ways to be intimate and supportive in the postnatal period.
According to DelGrande (2014) providers can minimize the negative impact of
depression by increasing maternal “hardiness” and coping skills. This study suggests that women
transition through stages in the postnatal period as they acclimate to balancing the newborn’s
needs with their own needs. When providers in this study effectively assessed how women were
coping with these changes, they were better able to positively impact the maternal-infant dyad
and promote effective parenting behaviors by providing education, counseling and resources.
Summary
Four core measures were discovered in this literature review for preventing and reducing
PPD; Provider education and screening promotes early detection and facilitates interdisciplinary
collaboration. These key factors are theorized to bridge the gap between screening and treatment,
so that women can receive individualized, person-centered care. Education about psychological
conditions during pregnancy builds provider confidence in screening women for associated risk.
This ability facilitates interdisciplinary collaboration bridging women with needs to appropriate
care. Non-psychiatric primary care providers cannot ignore screening for risks associated with
depression. Together, provider education and screening benefit patient outcomes.

Chapter IV: Discussion, Trends, Gaps and Future Implication
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The purpose of this chapter is to discuss this literature synthesis with regard to current
trends in perinatal and postpartum depression, gaps in research and future implications for
midwifery practice and education. This discussion is based on the studies presented in the matrix
(Table 1). The purpose of this critical review of literature is to determine if provider education
and screening can decrease the prevalence of perinatal and postpartum depression. Midwife
providers are an integral gate way component of primary health care with respect to identifying,
preventing and facilitating the treatment of women with PPD. Non-psychiatric providers with
proficient knowledge of the complexity of perinatal and postpartum depression and its associated
risk factors, have the capacity to decrease the prevalence of postpartum depression. When
midwife providers enhance their skill set of patient qualitative assessment and knowledge of
effective screening, women have an increased likelihood to find the appropriate support for PPD,
thereby decreasing the prevalence of PPD.
Trends in the Literature
Mental health awareness campaigns have emerged during the last triennial among
international public health coalitions to include position statements and achievement goals from
the World Health Organization (WHO), Integrative Mental Health (IMH), Alliance for
Innovation on Maternal Health (AIM), U.S. Preventive Task Force (USPTF), and the Center for
Disease Control (CDC).
Depression causes enormous suffering and disability and reduced response to a child’s
needs. Evidence indicates that treating the depression of mother’s leads to improved growth and
development of the newborn (Burns et. al., 2013). Globally, maternal mental health problems are
considered as a major public health challenge (WHO, 2013). Maternal mortality still lies at the
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heart of maternal health indicators. WHO is considering Universal Health Coverage (UHC) and

proposing Healthy Life Expectancy (HLE) related indicators as well. This implies stronger focus
on mental health conditions in the integrated delivery of services for maternal and child health.
In fact, some academic and public health institutions in low and middle-income countries have
already initiated integrated maternal mental health programs. These have been low cost
interventions with the involvement of non-specialized or community health providers. Impact
has been demonstrated not only on mothers but also on growth and development of children
(WHO, 2013).
Preventive treatment is a strong trend found in this literature review. Preventive treatment
requires foundational basic training for non-psychiatric primary health care providers to assess,
screen and diagnosis PPD early. Studies by Morrell et. al., (2011) and Brugha et. al., (2016)
support that prevention is more feasible than the cost of not identifying and not treating PPD.
These treatments include CBT with person-centered focus counseling. The partnership model of
care that midwifery provides support patient’s to trust, engage and seek care and is the found to
be the most productive approach to fostering identification and potential treatment when
necessary.
Gaps/ Future Research
It is important to note that the connection between provider education and decreased PPD
prevalence involves the implementation of multiple factors in an algorithmic approach in order
to get to the final result of decreased PPD prevalence. While the studies in this literature review
support this practice connection, this finding is also referred to as a gap in most health care
systems. Experts Morrell et.al., (2011), provide the most comprehensive areas for further
research to from their national PoNDER study to include; the identification of affected women,

women’s preferences, cost-effectiveness of different intervention models and the relationship
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between depressive symptoms in women and partners. Recognition of depression in partners as
part of the birth “triad” is now being studied in some areas in respect to the known impact that
social support has on preventing PPD (Liu et. al., 2016, Anding et. al., 2016). Financial resources
are currently being designated and spent on mental health infrastructures and institutions that do
not promote better outcomes. There is a legislative-financial allocation gap between funding
programs with research proven to reduce mental health disorders versus maintaining the status
quo. According to the WHO’s Mental Health Atlas 2011, the scarcity of resources within
countries to meet mental health needs underlines the inequitable distribution and inefficient use
of such resources. Globally, for instance, annual spending on mental health is less than US $2
per person and less than US $0.25 per person in low-income countries. 67% of these financial
resources are allocated to stand-alone mental hospitals, despite their association with poor health
outcomes and human rights violations. Redirecting this funding toward community-based
services, including the integration of mental health into maternal health care settings would allow
access to better and more cost-effective interventions for many more people (WHO, 2011).
Implications for Nurse Midwifery
The studies in this literature review provide consensus that early detection and increased
diagnosis of PPD lead to earlier intervention, which substantially reduces the prevalence of PPD.
The ability to detect and diagnose PPD is directly correlated to the provider’s level of education
and ability to clinically assess women at risk for depression or those experiencing depression
while in the primary care setting. The implications for midwifery practice include; mental health
education, training on the implementation of screening assessment tools, training on how to

provide person-centered counseling, and development of care model infrastructure that will
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facilitate midwives to provide the proven counseling techniques that women desire and need.
Recommendations
The primary recommendations found in this literature review addressing the practice
question specifically are the implementation of midwife provider education curriculum
development and screening implementation for maternal mental health.
The WHO (2015) strongly encourages nations to strengthen effective leadership and
governance for mental health. This involves major transition for health care systems in order to
implement strategies for promotion and prevention in mental health. Depression causes
enormous suffering and disability and reduced response to a child’s need. Evidence indicates that
treating the depression of mother’s leads to improved growth and development of the newborn.
Globally maternal mental health problems are considered as a major public health challenge
(WHO, 2013). Maternal mortality still lies at the heart of maternal health indicators. WHO is
considering Universal Health Coverage (UHC) and proposing Healthy Life Expectancy (HLE)
related indicators as well. This implies stronger focus on mental health conditions in the
integrated delivery of services for maternal and child health. The need is not just felt in highincome countries. In fact, some academic and public health institutions in low and middleincome countries have already initiated integrated maternal mental health programs. These have
been low cost interventions with the involvement of non-specialized or community health
providers. Impact has been demonstrated not only on mothers but also on growth and
development of children (WHO, 2010).

Application and Integration of Theoretical Framework
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In a qualitative study by Seefat-van Teeffelen, Nieuwenhuijze, & Korstjens (2011),
women expressed a strong desire to be responsible for their health and well being during
pregnancy. In addition, they explicitly expressed a need for professional midwife support to help
them sift through information about becoming a mother, offering emotional support and
evidenced based information on how to best prepare for the physical and psychological role
transition unique to motherhood. In support of this desired relationship, the randomized control
trial of feasibility by Brugha et.al., (2016), discovered that the active engagement and invaluable
role that the midwife plays in antenatal partnership with pregnant women, can prevent episodes
of depression. This evidence supports that the Partnership Model of midwifery care is an
efficacious framework for empowering women experiencing pregnancy, childbirth and
motherhood. The Partnership Model was created in response to what women want from their
health care providers.
Conclusion
Women explicitly and reliably report that they are capable and want to be in control of
their health, pregnancy and motherhood experience. The major transitions that these experiences
require of women, call for professional support that encompasses evidence, experiential wisdom
and emotional intelligence. This literature review supports that midwifery education and training
that incorporates fundamental mental health complexity can positively impact the prevalence of
PPD. Together, midwives along side women have the ability to identify, assess and facilitate
interventions and therapies that promote mental health and well being for the greater good.
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